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A recertification Quality Indicator Survey was
conducted on July 9 through July 16, 2012. The
deficiencies are based on observation, record
review, resident and staff interviews for 33 sampled
residents.

F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157
ss=D | (INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and if known,
notify the resident's legal representative or an
interested family member when thers Is an accident
involving the resident which results in injury and has
the potential for requiring physician intervention; a
significant change in the resident's physical, mental,
or psychosacial status (i.e., a deterioration in health,
mental, or psychesocial stafus in either life
threatening conditions or clinical complications); a
need to alter treatment significantly {i.e., a need to
discontinue an existing form of treatment due to
adverse consequences, or to commence a new
form of treatment); or a decision to transfer or
discharge the resident from the facility as specified
in §483.12(a).

The facility must also promptly notify the resident '
and, if known, the resident's legal representative or
interasted family member when there is a change in
room or roommate assignment as specified in
§483.15(e)(2); or a change in resident rights under
Federal or State law or regulations as specified in
paragraph (b)(1) of this section.

The facility must record and periodically update the
address and phone number of the resident's

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Do Slise> NI A dmntsbats 8/i1/i2

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused frem correcting providing it is determined that Sther
safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of
survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents aie made avallable to the facility. If deficlencies are cited, an approved plan of correction is requisite fo continued program participation.
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F 167#1 483.10(b)(11) Nursing Response:
; : 1. There are no further corrective actions for
F 187 Continued From page 1 , F157 resident # 316 as she was discharged from | 07/13/112
iegal representative or interested family member. the facility on 7/13/12. Resident #9
remalns on the unit free of any identified
rash.
This REQUIREMENT is not met as evidenced by: 2. Other residents having the potential to be 08:‘30/1?
affected by the same deficiant practice wiil
Based on record review and interview for two (2) of be identified upon admission through initiat
33 sampled residents, it was determined that facility admission and through physician orders,
staff failed to immediately notify the physician of a ggr;sén%ra[isssessments and shift to shifthand
signif@cant change in §tatus for one (1) resident who 3. The fgllowing systemic changes will be put | 08/30/12
sustained frequent episodes of loose bowels and ) Into place to ensure that the same deficient
one (1) resident that sustained an alteration in skin pra C'{Oi ce will not recur:
integrity manifested as a rash. Residents #9 and o The physician “;m be notified
316. immediately when the nurse
U . observes a change in the resident's
The findings include: condition (i.e., rash/ loose bowels) to
obtaln medical inferventions as
. . . indicated.
1. Facllity staff failed to notify the physician of o Nursing staff will verbalize fo each
Resident #9 ' s altered skin integrity. oncoming nurse the status of any
noted change to ensure resident
A review of the ciinical record for Resident #9 treatments are being performed per
revealed the following nurse 's entry on May 24 physician order,
2012 at 4:01 AM, " Skin not WNL [within normal o The Unit Educator/Quality Nurse will
limits), pertinent findings are as follows: Upper back re-in-service the nursing staff on the
rash is disseminated pink; Precipitating factors: importance of physician notification
linen. * and the documentation of changes in
a resident's condition into the
The record lacked any other documentation or electronic health record. .
notification of the physician regarding the "rash” 4. Tt’?[‘? qga;hly a§3t“r,a”°edpr°cfs_s will be
assessed on the resident ' s back on May 24, 2012. gérﬁﬁliar?cgna?h?%nac?ingssufv ﬁll?)e bressnted
An observation of the resident on J_uly 13, 2012 at gﬁﬂiﬁ;ﬁﬁgiﬁ;@l[tgt:r?i?:‘g%?gg 12
approximately 10:00 AM lacked evidence of an 8. This corrective action will be completed by | ps/30/12

alteration in the integrity of hisfher skin on the back [
"rash"].

A face-to-face interview was conducted with "

8/30/12
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F 1567 Continued From page 2 F 157
Employee #9 on July 13, 2012 at approximately
10:00.AM1 She/he stated th.at the LeSilgent likely Nursing Response F 15742 483.10(b)(11):
sustained an adverse reaction to the inen. The ) 1. There are no further corrections for resident # 312
laundry detergent used to clean linen is " harsh 316. Resident #316 was discharged from the
and " on occasion patients have a reaction fo it facility. . ‘
..when that happans, we separate their linen into a Other residents having the potential to be 813012
separale receptadle and request he Henired 2o s ot oo
non-detergent " laundry. Employee #9 going and on coming nurses and continued
acknowledged that the record !ackegj e\{lden_ce of an reporting from the CNA throughout the day of
assessment of the [ " rash " ] alteration in skin the status of the residents’ bowel movements.
integrity of the resident ' s back subsequent to the - The following systemic changes will be put in 8130112
initial identification and lack of physician netification. gg’tcri é‘; onsure the same deficlent practice will
. \ ) . i . Nu}sin staff will be re-educated on the
Facility staff failed notify the physician when itwas ;mponﬁnce of consistently monitoring and
determined the resident sustained an alteration in documenting accurate change in status
the integrity of hisfher skin. (i.e., sustained episodes of looge bowels)
info the Eléctronic Health Records
The nurse assessed the alteration as a * rash " ) Eg;salinfygtﬁfgiwr;”s Ziée: %Jc?gfr?s%r} nawto
and there was no evidence that the alteration dehydration ir? their res?:jeﬁts and to
resolved or that the physician was notifisd. The document into the Electronic Health
record was reviewed July 13, 2012. Records if indicated
¢ During the change of shift report, nurses
will report any status changes of their
assigned residents, The nurse will instruct
- . . - , the nursing assistant to provide ongoing
2.- Fgcmty staff fa_lled fo notify t_he physrc_:lan with report of the resident’s bowel movements,
timeliness, when it was determined Resident #316 to enable the nurse te determing if other
sustained multiple episodes of foose bowels. medical intervention may be needed.
4. Thl? quality assurance process will be utilized to
According to an interview with the resident and a ”Ji?l"”gglz g;té ﬁéﬁ:&ﬁ:%ﬁjﬁgﬁ; ézzlg;dungs
review of the cllplca! record, Resident #31(?‘ began Assurance Commitles mestings starting 9/30/12,
to encounter episodes of loose bowels during the 5. This corrective action will be completed by 8130112
evening of July 7, 2012 at approximately 11:00 PM. 8/30/12.
She/he sustained approximately seven (7) eplsodes
during the night, however; the physician was not
notified until July 8, 2012 at approximately 10:30
AM,
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F253#1 483.15(h)(2) Housekeeping Response::
F 157 | Continued From page 3 F 157] 1- Nodirectimpact to patents from the deficient

July 7, 2012).

According to the interview conducted with Resident
#316 on July 10, 2012 at approximately 9:15 AM,
episodes of loose bowels began shortly after
receiving the evening dosage of Peri-Colace and
Senokot. The resident described the episodes as "
frequent" and accompanied with abdominal
cramps. The physician was notified on July 8, 2012
at approximately 10:30 Am, greater than eight (8)
hours after the start of symptoms.

A review of the Medication Administration Record
(MAR] for July 2012 revealed the resident's
medication regimen included Peri-Colace 1 tablet by
mouth twice daily and Senokot 2 tablets twice daily
for constipation. Each medication was administered
in accordance with physician ' s orders on Saturday,
July 7, 2012 as scheduled at 9 AM and 9 PM
respectively.

Areview of Resident #316 ' s ADL (activities of daily
living) record for July 7, 2012 revealed the resident
had seven (7) bowel movements during the
evening/night shift [7PM - 7AM].

Nurse ' s progress notes dated July 8, 2012 at 4:56
PM read: " GI not WNL (within normal limits) had
multiple bowel movements today, soft, no foul odor
noted ...MD made aware and started on Lactinex
three times daily (a probiotic supplement used to
treat loose bowels). " The physician ' s telephone
order for Lactinex was dated July 8, 2012 at 10:30
AM [the resident ' s symptoms began at
approximately 11:00 PM on

2.
3

F263#2 483.15(h)(2) Laundry Response:

1.

2,

praclice of dusty vents.

No direct impact to other patients from dusty vents.
To ensure this deficiency does not recur semi-
annual environmental rounds performed by the
Environment of Care Commiltee (EQC) will pay
altention to high dusting and the Environmental
Services management team will ensure the 7 step
¢leaning method is used.

Environmental rounds are aggregated and
monitored for deficient irends and correction
measures are implemented as necessary,
Environmental Services monitors and Inspects for
cleanliness on an ongoeing basis and environmental
rounds data are reported and reviewed by the EOC
Committee for quality assurances.

Summary ltem 10 F253-1 (South Rooms
317,320,321,324,325 and 326} were Inspected and
cleaned as needed on 8/10/12.

81012

No direct impact fdentified to patients from this
deficient practice.

Curtains were reaftached or replaced in the cited
areas to identify other patients having the potential
to be affected by this same deficient practice,
Staff Is to place work orders for defective curtains in
a timely manner.

Curtains will be monitored during scheduled
quarterly curtain Inspections and incldental
Inspection during routine curtain changes. The plan
of correction will be Integrated info the quality
assurance system through quarterly scheduled
environmental rounds. In the interim staff are to
place work orders for defective curtains.

Curtains were reattached or replaced in the
following areas on the following dafes: 304north
and 321south reattachad on 8/9/12. 308 north
curtains replaced on 8/10/12. 301 north curtain,
308north curtain and 311north curtain reattached
on 8/10/12. 328south was replaced on 81012,
Carreclive action completed by 8/10/12.

8/10M12
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F 157 Continued From page 4
July 7, 2012].

A face-fo-face interview was conducted with
Employee #16 on July 12, 2012 at 10:00 AM. S/he
stated that Peri-Colace and Senokot were
administered to Resident #9 at approximately 10:00
PM on July 7, 2012 and the resident experienced
muitiple episodes of loose bowels and abdominal
cramping approximately an hour after receiving the
medications. There was no foul odor and the
amount of stool expelled was smalll, stating that "
there was mostly stimulation but not much passed
in the toilet. " The resident was alert and oriented
x3 (lime, person and place) and very involved in
his/her care management. Employee #16 stated
he/she was aware of approximately four (4)
episodes of loose bowels sustained by the resident
and that betwesn the hours of 4-6 AM shefhe was
doing rounds and was not aware of episodes that
may have occurred during those hours. The doctor
was not notified because the resident did not
present symptoms that would warrant physician
notification. The information was passed to the
oncoming shift.

Facility staff failed to notify the physician with
timeliness when the resident sustained a change in
condition. The resident experienced multiple
episodes of loose bowels with cramping and the
physician was notified by staff from the next shift,
greater than eight (8) hours after the onsst of
symptoms. The record was reviewad July 12, 2012

F 253 483.15(h)(2) HOUSEKEEPING & MAINTENANCE
ss= SERVICES
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#317, #320, #321, #324, #325 and #3286.

2. Privacy curtains were not fully attached
andfor were torn in seven (7) of 21 residents rooms
on 3 Nerth and 3 South including rooms #301,
#304, #3086, #308, #311, #321 and #328.

3. Woater temperatures in rooms #310, #311 and
#314 were less than 95 degrees Fahrenheit (F} in
three (3} of eleven residents rooms surveyed on 3
North.

4. Bathroom call bell cords were observed
wrapped around the grab bar in six (8) of eleven
residents bathrooms surveyed on 3 South

femperature was immediately corrected
on the day of the finding, 7/6/12. Ongoing
surveiflance is maintained as outlined above.

(X4} 1D SUMMARY STATEMENT CF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 253 | Continued From page 5 F 253| F253#3 483.16(h)(2) Plant Operations and
. . . Maintenance Response:
The facility must provide housekeeping and
maintenance services necessary to maintain a 1. Water temperature is monitored at the source
sanitary, orderly, and comfortable interior. locafed in the boiler room. Temperature of the
water was adjusted to 95-110 degrees Fahrenheit
for the building per 2010 edition of the “Guidelines
This REQUIREMENT is not met as evidenced by: for Design and Construction of Health Care
Facilities” Table 7.4; Hot Water Use- General
R . Hoespital, Cn the day of the inspection, 7/¢/12, low
Based on observations made during an water temp was encountered; it was immediately
environmental tour of the facility on July 9, 2012 at turned up a few degrees at the source in Rooms
approximately 3:30 PM and July 10, 2012 at 310, 311 and 314 North,
approximately 10:00 AM, it was determined that the 2. \Water temperalures are maintained between 95-
facllity failed to provide housekeeping services 110 degrees Fahrenheit for he entire building,
necessary to maintain an orderly and comfortable thus assuring that afl of the patlent rooms' water
interior as evidenced by dusty bathroom vents in six temperatures fall within the desired range.
(6) of ten (10) residents’ rooms on 3 South, 3. The boxlelr room s staffed 24-7, I.?eadlngs arg
unattached andfor torn privacy curtains in seven (7) :"kte” d””t"g each 1°”he [hrie.sm?s‘ Dg’ges."c
of 21 residents' rooms, low water temperatures in ot water temperatures are being logged during
. ‘ each shift; specified degree ranges from 95-110
three (3) of 11 residents' rooms on 3 North, cr_;ill b_ell degrees. When temperatures are logged by the
cords that were wrapped around the Qfab bar in six enginaer on duty and the value does not fall within
(6) of 11 residents' bathrooms, and soiled window the parameters, immediate action will be taken to
ledges in fifteen (15) of twenty-one residents’ rooms adjust the temperature into the proper range.
on 3 North and 3 South. Engineers will note their actions on the daily log
sheet.
The findings include: 4. For quality assurance, the Chief Englnear’s
Monthly Report reviews log sheets and notes
1. Bathroom vents were dusty in six (8) of ten problems and actions taken.
(1 0) residents room on 3 South speciﬁcaliy rooms §. The carrective action, adjusting out of range water 21912
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F253#4 483.15(h)(2) Housekeeping Response:
F 253 | Continued From page 6 F 253 1. Nodirect impact to patients from the deficient practice
) . of call bells cords being wrapped around the grab bar.
including rooms # 319, #320, #322, #324, #325 and 2. Nodirectimpact to other patients from cail bell cords
#329, belng wrapped around the grab bar.
5. Window ledges in fifteen (15) of 21 rooms 3. Toensura this deficiency does not recur semi-annual
surveyed on units 3 north and south were soiled environmental rounds performed by the Environment of
with various debris and needed to be cleaned. Care (EOC) Committee will pay attention to untying the
(Rooms #301, #302, #303, #304, #3086, #307 #308, cail l?ells In the bathrooms and‘the Environmental )
#310, #311, #31 3, #314, #317, #319 #320 and Services management i_eam will ensure that call bells in
the bathrooms are not tied to grab bars.
#329) 4. Environmenta! rounds are aggregated and monitored
Thesie Obssgva?]ons W?re mdag]e I? tg.e presence of for deficient trends and cerrection measures are
employee wno contirme e linaings. implemented as necessary. Environmental Services
F 279 483.20(0), 483.20(K(1) DEVELOP Fa7o| et e bpic or o s g
ss=g | COMPREHENSIVE CARE PLANS performed by the Environment of Care (EOC)
- Commiltee are done on a § month rotation.
A facility must use the resuits of the ass'essment to Environmental Services managers or team leaders
develop, review and revise the resident's pesform daily rounds and enviranmental rounds dala
comprehensive plan of care, are reported and reviewed by the EQG Committee for
quality assurances.
The facility must develop a comprehensive care 5. The following areas will be Inspected on 817/12 and
plan for each resident that includes measurable call bells wilt be untied as needed: South Reoms 319, | 8/17/12
objectives and timetables to meet a resident's 820, 322, 824, 325 and 529.
medical, nursm_g, an.d. me_ntal and pSyChOSO.CIa[ F253#4 483.15(h){2) Nursing Response;
needs that are identified in the comprehensive The corrective action that has been taken is bathroom | g7/09/12
assessment. call bell cords in roems #319, #320, #322, #324, #325
and #32¢ which were wrapped arcund lhe grab bar
. " were removed. All SNF bathrooms have been checked
The care plan must describe the services that are to and call bell cords were removed from grab bars.
be furnished to aftain or maintain the resident's 2. Other residents having the patential to be affected by | 08/30/12
: : i the same deficient practice will be identified through
highest practicable physical, mental, and daily nursing rounds starting 8/30/12
psychosocial well-being as required under §483.25; 3. The fellowing systemic changes have been
and any services that would otherwise be required lmplemenled 08/30/12
under §483.25 but are not provided due to the Random audits will be conducted by the Direclor
" . " . of Nursing/Guality Nurse during unit rounding to
resident's exercise of rights under §483.10, monitor compliance,
including the right to refuse treatment under +  S$laff were Instructed not fo wrap the call bell 07110112
§483 1 0(b)(4) cords on the grab bars in the bathrooms.
" * +  Nursing staff will check the bathrooms daily
during rounds to gnsure that the call bell cords
are not wrapped around the grab bars in the
: ; . . bathraoms
This REQUIREMENT is not met as evidenced by: 4. The quality assurance process will be utilized to
maintain and sustain compliance. The findings will be
presented at the Quarterly Quality Assurance
Commiltee meetings, starting 9/30/12. 08/30M12
Based on observations, record review and 5. This corrective action will be completed by 8/30/12.
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F253#5 483.15()(2} Housekeeplng Response;
. 1. No direct impact to patients from the deficient practice of
F 279 | Continued From page 7 F 279| window ledges and screens being soiled with debris.
. . , . 2. No direct impact to other patients from window ledges
interview for three (3) of 33 sampled residents, it and screens being soiled with debris.
was determined that facility staff failed to develop 3. To ensur? 1|his d%ﬁc?enrc;y doeds got fecur semi-anntuafl
H ¢ environmental rounds performed by the Environment o
care plans to manage one (1) resident with a Care (EOC) Commiitee il pay attention to high dusting
diagnosis of dehydration and one (1) resident and the Environmental Services management team will
receiving psychotropic medications. Residents #1681 ensure the 7 step cleaning method 1s used. .
and 209 4. Environmental rounds are aggregated and monitored for
' deficient trends and correction measures are implemented
as necessary. Environmental Services monitors and
The findings include: inspects for cleantiness on an ongeing basis and
environmental rounds data are reported and reviewed by
. . L ) the EOC Gommitiee for quality assurances.
1. Facllity staff failed to initiate a care plan with 5. The fallowing areas were inspected and cleaned on
i i i 8/10/12 as needed: Summary ltem ID F235-Rooms 301,
goals and interventions to manage dehydration for 302, 303, 306, 307, 308, 311, 313 and 314. The followdng | & 10/12
Resident #161. areas will be inspected and cleaned on 8/17/12 as needed:
Summary Ttem 1D F235-Rooms 304, 310, 317, 319, 320 and
. . - . N 329
Alrgwew of the admission documer}tatton in the F279 #1 & #2 483.20(d). 483.20(k1) Nursin
clinical record revealed that the resident was -—-——_L_L_LlL)__gResu onse:
admitted _’[O the facility with a diagnosis Of. 1. Facility staff failed to initiate a satisfactory plan of care
Dehydr_atlon an February 4, 2012. A review of the with objectives, goals, and approaches to address residents | 8/3/12
admission Minimum Data Set (MDS) with an with dehydralion and use of psychotropic medication.
Assessment Reference Date (ARD) of February 11, Although we recognize this fallure, no further corrections
2012 revealed that the MDS was coded for are needed as resident #3069 was dischargad on 8/3/12 and
dehydration. resident #161 was discharged on 8/2/12,
2. All other resident care plans will be reviewed and
. . updated as indicated o refiect the usage of psychotropic
Further review of the clinical record revealed a medications and residents with a diagnosis of dehydration.
problem list initiated on February 4, 2012 which 3. The following systemic changes will be implemented to
ensure that the same deficient practice will not recur: 08/30/2012

failed to include dehydration as a problem. Review
of the care plans in the record also failed to reveal a
care plan for the management of dehydration.

A face-to-face interview was conducted with
Employee #8 at approximately 11:00 AM on July 16,
2012, The employee reviewed the care plans and
acknowledged the finding. The record was
reviewed on February 13, 2012,

2. Facility staff failed to initiate a care plan for a
psychotropic medication for Resident #309,

The interdisciplinary Care Team will review the care
plans/problem lists at meetings to monilor compliance and
update as needed.

. The Quality Nurse will review an article on
dehydration and the psychotropic medication
list/audit too! with the nursing staff to enhance
staff knowiedge.

¢ The Quality Nurse wili re-educate the nursing
staff on the quality monitering tool which was
daveloped to enhance the awareness of what
needs to be care plannad on their individual
resident.

*  MDS Coordinater will do care plan
inservicing on overall care plan process,
which includes using the results of the
assessment to develop, review and revise
comprehensive care plans,

4. The quality assurance process will be utilized to
maintain and sustain compliance. The findings will be
prasented af the Quarterly Quality Assurance
Commiltea meatinas starina 93042
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. Continued Nursing Response for F279 #1 & #2
F 279 Continued From page 8 F 279 483.20(d), 483.20(K)(1) : 08/30/12
5. This corrective action will be completed by 8/30/12
A review of the clinical record for Resident # 309
: : F28 20(K)(3)(1) N q Resp :
revealed that the resident was admitted to the 1483.200k ursing Response
facility on June 25, 2012 with diagnoses of Status 1. The resident was not affected by the deficlent 7anz
Post Incision and Drainage of Right Elbow; Status practice. ‘The nurse was inserviced 1:1 by the.
Post Right Elbow/Left Hand/Left Ankle ORIF (Open Senlor charge nurse on how to propery adirster
h s eye medications
Reduction and Internal Fixation). 2. Other residents on the unit receiving eye medication 8130112
will be observed to ensure eye medication is
administered per protocel. Admission erders will be
: . il : monitered for eye medications.
A_n |nten'm physucaan s order written Jul.y 5 2012 3. The following systemic changes will be 8/30/12
d'feCted- Valium 2mg po _(by mouth) daily; 20 implemented to ensure the deficient practice does
minutes before PT (Physical Therapy) for spasms. " not recur;
» The Quality Nurse/Nursing Educator will
provide inservice education to nursing staff
with return demonstrations/competencies.
. . + Re-educate staff to utilize the Sibley Intranet
Review of the care plans on the record failed to for detailed information resources and
reveal a care plan with goals and objectives for the nurgfnguprotocols for administering eye
H H i medications.
use of a pSyChOtmpic medication. 4. The quality assurance process will be utilized to
maintain and sustain compliance. The findings will be
presented at lhe.QuarierIy Quality Assurance
A face-to-face interview was conducted with Commitlee meetings, starqngb 9/30/12, N
Employee #9 at approximately 4:00 PM on July 11, 5. This corrective action wilt be completed by 8/3012. | gan/12
2012. He/she acknowledged that the resident's
record lacked a care plan for a psychotropic
medication, The record was reviewed on July11,
2012.
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
58=D | PROFESSIONAL STANDARDS
The services provided or arranged by the facility
must meet professional standards of quality.
This REQUIREMENT is not met as evidenced by:
Based on observation, record review and staff
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interview for one (1) of 33 sampled residents, it was
determined that facility staff failed to administer
ophthalmic solution according to professional
standards of care. Resident #310.

The findings include:

During a medication administration observation on
July 12, 2012 at approximately 11:15 AM, it was
determined that facility staff failed to administer
prescribed ophthatmic solution in accordance with
professional standards of practice.

Physician ' s orders dated July 8, 2012 directed the
administration of Alphagan ophthalmic solution, one
(1) drop in right eye tid [three times daily] for
Glaucoma,

Employee #11 was observed administering eye
drops to Resident #310 on July 11, 2012 at
approximately 11: 15 AM. The employee instructed
the resident to look up with eyes open and turn
hisfher head to the right. Employee #11 proceaded
to open the container of ophthalmic solution:
removed the dropper; held the dropper above the
resident's right eye and instilled one drop into the
resident ' s eye. The resident was instructed
immediately to close histher eyes.

A face-to-face interview was conducted on July 11,
2012 with Employees #2 and #11 regarding the
aforementioned ohservations. Employee #2
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acknowledged that Employee #11 did not instill the
eye drop into Resident #310's right eye according to
facility's policy and professional standards of care.

The facility ' s policy: Medical/Surgical- Instillation of
Ophthalmic Medications into the Conjunctival Sac "
( no date indicated); stipulated: "With your
forefinger, gently pull down on the skin below the
lower lid until the internal conjunctiva forms a
pocket. "

According to the " 2006 Lippincott ' s Nursing
Procedure Manual, page 283 under " Medication
Administration, to instill eye drops...pull the lower lid
down to expose the conjunctival sac, have the
patient look up and away, then squeeze the
prescribed number of drops into the sag, "

Facility staff failed to administer eye drops in
accordance with accepted professional standards.
Cross over to §483.25

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
ss=k | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being, in accordance with the
comprehensive assessment and plan of care,

This REQUIREMENT is not met as evidenced by:

Based on observation, record review and staff
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: F309 #1483.25 Nursing Response:
F 309 | Continued From page 11 F 309 1. Resident #9, remains on the unit and there is no
interview for three (3) of 33 sampled residents, it further evidence of a rash/altered skin integrity at
H i H this time.
was Fi?tertr;?!ned t.?at fa(é"gy staff fatlltehd tot t f: 2. Other residents having the potential to be affected
consistently monitor and document the status of: by the same deficlent praciice will be identified upon! 4g/30/2012
one (1) resident that sustained episodes of frequent initiat admission, nursing assessment, shift
loose bowels; one (1) resident with altered skin assessment or resident self reporting.
integrity and failed to clarify physician ' s orders and 3. E‘;g‘gﬁfggsyatem'c changes wilt be 0813072012
adminis}er eye drops in accordance with ¢ Re-educate the nursing staff on the
professional standards for one (1) resident. importance of monitering and documenting
Residents #9, 310 and 316 the status of the resident in the Electronic
Health Record and Care Plan,
_— . ) ¢ Re-inservice nursing staff that when resident
The findings include: has an alteration In skin integrity to
offer/change linens to non-detergent linens
1. Facility staff failed to monitor and document the olrI ob_!a::n othfer mE(til'caI interventions for
; ' P : alleviation of symptoms.
status of Resident #9 ' s altered skin integrity, «  Staff will be instructed to document the
. . . resident's rasponse to the new intervention in
A review of the clinical record for Resident #9 the Electronic Health Record.
revealed the following nurse ' s entry on May 24 *+  Nursing staff will notify the physiclan as to
2012 at 4:01 AM, " Skin not WNL [within normal whether the interventions are effective or to
. e _— . obtain a new treatment.
limits], pertinent findings are as follows: Upper back 4. The quality assurance process will be utilized to
rash is disseminated pink; Precipitating factors: maintain and sustain compliance. The findings will
linen. " be presented at the Quarterly Quality Assurance
Committee meetings, starting 913012, 08/30/2012
R 5. This coerrective action will be completed by 8/30/12.
The record lacked any other documentation y y
regarding the "rash" assessed on the resident ' s
back on May 24, 2012, There was no F309 #2a 483.25 Nursing Response:
documentation to indicate the "rash " resolved. 1. There are no further corrections for resident # 714112
310. Resident #310 was discharged from the
. " facllity.
An observation of the resident on July 13, 2012 at 2. Other rsidents having the potential to be 8/50/12

approximately 10:00 AM lacked evidence of an
alteration in the integrity of hisfher skin on the back [
"rash "],

A face-to-face interview was conducted with "
Employee #9 on July 13, 2012 at approximately
10:00 AM. She/he stated that the resident likely
sustained an adverse reaction to the linen. The
laundry detergent used to clean linen is " harsh "
and " on oc¢casion patients have a reaction to it

affected by the same deficient practice will be
identified upon admission by nursing staff
reviewing eye drop orders from the physician
order sheet to the E-MAR.
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Continued Nursing Response to F309 #2a
) 483.25:
F 309 | Continued From page 12 F 309| 3. The following systemic changes will be 08/30/2012
...when that happens, we separate their linen into a E‘)g‘:ﬁ‘;ﬁfgutr? ensure this deficient practice
n -
sepacli‘aie receﬁ'ta[cfe E;Ind r:aciyzuest] the 49 *  Staff will be re-educated on the
non-detergen aunary. mployes . appropriate method to review the E-MAR
acknowledged that the record iacked evidence of an and to verify all orders with physicians.
assessment of the [ " rash " ] alteration in skin *  Staff will be re-educated on following the
integrity of the resident ' s back subsequent to the process for the 24 hr chart check and the
initial identification and lack of physician notification. two nurse verificatfon process.
* Qualily nurse will re-educate nursing staff
I . . to contact the pharmacist related to any
Facility staff failed to monitor and document the question or clarification they have
status of an alteration in the integrity of the skin on regarding physician orders and to utilize
Resident #9 ' s back. The nurse assessed the the fax to pharmacy clarification form.
alteration as a "rash " and there was no evidence 4. The quality assurance process will be ulilized to
that the alteration resolved or that the physician was \”\;‘Eﬁ'gfg‘r:;‘gn?é‘st:t"}}f;gﬁgi’:ﬁ; Jﬁ;ig’ndmgs
notified. The record was reviewed July 13, 2012, Assurance Gommittee meelings, starting
9/30/12.
. 5. This corrective action will be completed by 08/30/2012
2. Facility staff failed to clarify physician ' s orders 8130712,
for the administration of eye drops (ophthalmic F309 #2a 483.25 Pharmacy Response:
solution) and faﬂed to ad_m‘mSter eye drops in 1. The original order written for Alphagan on 7/1/12
accordance with professional standards of care for was for one drop daily to the feft eye for glaucoma.
Residant #310. There was a modification order taken as a verbal order
by a nurse on 7/8/12 changing the frequency fo TID,
. o . R i During this Investigation it was determined that below
a.) During a medication administration observation the frequency change, the nurse wrote RT and ¢ircled
on July 12, 2012 at approximately 11:15 AM, it. That plece was missed by the pharmacist when they
Employee #11 administered one (1) drop of bdated ine order, as thoy anly e iho changeln |
. . f requency an 5] was aiificult to read. e prder
Alphagan eye drop into the right eye of Resident should have been clarified with the physician prior to
#310. processing. As soon as the phamacy was nolified of
Prior to the administration of the eye drop, at this error on 7/12/12, the order was corrected in the
i computer system to Indicate it should be administered
approximately TID to the riaht
0:00 AM, Employee #11 reviewed the physician s 0 e rght eye. :
10: ) pioye Al : pny 2. Audits will be conducied by the Assistant Director
orders and Medication Administration Record IMAR] of Pharmacy as outlined below in Item number 4 to
and identified that the transcribed order observed assess if other orders that should have been clarified
; : i 1 wers not,
on the MAR did not correlate with the physician ' s 3. The pharmacist who did nol clarify the Alphagan | 08/30/2012
order. There was a variance in the eye to which the order from 7/8/12 will be counseled by 8/30/2, Al
drop was to be instilled. pharmaclsts will be re-educated on the deparimental
policy requiring order clarification by 8/30/12.
Additicnatly, an arficle will be included in the Pharmacy
Newsletter to be published by 8/30/12 reiterating the
importance and the requirement that unclear orders be
clarified by the pharmacist before being processed.
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Medication Pass observation conducted on July 12,
2012,

Licensed staff that signed the MAR indicating that
they administered Alphagan ophthalmic solution to
Resident #310 during the period July

SIBLEY MEM HOSP RENAISSANCE
WASHINGTON, DC 20016
064) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN COF CORRECTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBRIATE DATE
DEFICIENCY)
F309 #2a 48326 Continued Pharmacy
. Response:
F 309 ] Continued From page 13 F309| 4. The Assistant Director of Pharmacy will randomly
. audit 30 chars per quarter beginning September 1,
The r.e?orqs \yere_documented as follows: o 2012, following the reeducation of all pharmacists, and
Physician ' s interim order dated July 8, 2012: continuing until June, 2013. A compliance rate of 90%
Alphagan Eye Drop- 1 [one] drop right eye tid [three will be expected. Any identified non-compliance will
times a day] for Glaucoma. " precipitate the counseling of the involved pharmacist(s)
MAR July 2012 by the Assistant Director of Pharmacy. This plan will be
Y A ) . incorporated into the Pharmacy Quality Assurance
A transcription entry dated July 8, 2012: Alphagan Program and results will be reported to the Hospital's
Eye Drop -1 drop left eye tid for Glaucoma, " Quality Councll on a quarierly basis through June,
' 2013,
Employes #11 queried Resident #310 at 5. This corrective action will be completed by 830112, |  8/30/12
approximately 10:10 AM on July 12, 2012 regarding _
the indication for the eye drops and which eye the F309 #2h 483.25 Nursing Response:
drop was to be Instilled Into; he/she responded, " It 1. The resﬁenl was not affected bg t1i'u1e tli)eﬁlzienl ! 7TH1H2
i ; i : " practice. The nurse was inserviced 1:1 by the senior
is for my glaucoma and it goes in my right eye. charge nurse on how to properly administer eye
. medications.
At approximately 10; 15 AM on July 12, 2012 2. Other residents on the unit receiving eye medication
Employee #11 called the physician and pharmacy \-.rciill l?ercibse‘rjved to eTsur;:e ;}ée {ne_dlcalign Is -
: + L 1 administered per protocol, mission oraers will be
for c!'aflﬁcal:on of the pf_)ysmlan s order. The monitored for eye medicaiions,
physician and pharmacist stated that the Alphagan 3. The following systemic changes will be implemented
was to be given in the right eye three times a day. to ensure the deficient practice does not recur: 8/30/12
The July 2012 Medication Administration Record s The %u?lity Nt_irselglursllpg Educatf;rwilft .
H 1 H provide insenvice educalion to nurs ng sta
(MAR) revealed that licensed nurse. s SIgn.ed that with return demonstrations/competencies.
one (1) drop of Alphagan op'hthalmic solution was +  Re-educate staff to utilize the Sibley Infranet
administered in the resident ' s left eye (3) three for detailed information resources and
times a day at 10:00 AM, 2:00 PM and 6:00 PM nurg;ng‘_prolocols for adminfstering eye
medaications.
from ‘me 9 through 11, 2012. 4. The qualily assurance process will be utilized to
. . maintain and sustain compliance. The findings will be
There was no evidence that facility staff attempted presented at the Quarterly Quality Assurance
to clarify the discrepancy in the orders for the go%r;]r[mttee m?etmgsl.. starp]?g sa,'amzl.l Sy 830712
Alphagan ophthalmic solution prior to the - 18 corrective aclion will be completed by : 8/30/12
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9-12, 2012 were identified and interviewed as
follows:

Face-to-face and telephonic interviews were
conducted with Employess #9, #11, #12, #13, and
#14 on July 12, 2012 at approximately 12 Noon and
July 13, 2012 between the hours of 10 AM to 11
AM.

The employees were queried; " To which eye was
the Alphagan eye drop administered?" Alf of the
employees acknowledged that the Medication
Administration Record indicated to administer the
eye drop in the lefteye.  However, " we knew that
the resident was competent and [he/she] knew
which eye the drop was to be instilfed and also was
aware of the reason for its use, The eye drop was
administered in the right eye; however, we failed to
call the physician and pharmacy for clarification. "
The clinical record was reviewed on July 12, 2012.

Facility staff failed to clarify physician ' s orders for
administration of eye drops.

b.} During a medication administration observation
on July 12, 2012 at approximately 11:15 AM, it was
determined that facility staff failed to administer
prescribed ophthalmic solution in accordance with
professional standards of practice.

Physician ' s orders dated July 8, 2012 directed the
administration of Alphagan ophthalmic solution, one
(1) drop in right eye tid [three times daily] for
Glaucoma.

Resident #316 was discharged from the facility.

2, Other residents having the potential to be affected
by the same deficient practice will be identified per
shift to shift reporting between off going and on comin
nurses and continued reporting from the CNA
throughout the day of the status of the residents’
bowel movements.

3. The following systemic changes will be put in place
to ensure the same deficient practice will not recur:

»  Nursing staif will be re-educated on the
importance of consistently monitoring and
documenting accurate change in status

(l.e., sustained episodes of loose bowels)
into the Electronic Health Records

+ Nursing staff will be reeducated on how to
identify the signs and symptoms of
dehydration in their residents and to
documnent into the Electronic Health Recor

if indicated

¢ During the change of shift report, nurses
will report any status changes of their
assigned residents.

* The nurse will instruct the nursing assistant
to provide ongoing report of the resident's
bowel movements, to enable the nurse to
determine if other medical intervention may
be needed.

4. The quality assurance process will be ulilized to
maintain and sustain compliance. The findings will be
presented at the Quarterly Quality Assurance
Committee meetings starting 9/30712.

5. This corrective action will be completed by 8/30/12

SIBLEY MEM HOSP RENAISSANCE
WASHINGTON, DC 20016
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (X5}
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F309 #3 483.25 Nursing Response:
F 309 | Continued From page 14 F 309
1. There are no further corrections for resident # 316.1 7/13/12

8/30/12

8f30/12
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Employse #11 was observed administering eye
drops to Resident #310 on July 11, 2012 at
approximately 11: 15 AM. The employee instructed
the resident to look up with eyes open and turn
hisfher head to the right. Employee #11 proceeded
to open the container of ophthalmic salution;
removed the dropper; held the dropper above the
resident’s right eye and instilled one drop into the
resident ' s eye. The resident was instructed
immediately to close his/her eyes.

A face-to-face interview was conducted on July 11,
2012 with Employees #2 and #11 regarding the
aforementioned observations. Employee #2
acknowledged that Employee #11 did not instill the
eye drop into Resident #310's right eye according to
facllity's policy and professional standards of care.

The facility ' s policy: Medical/Surgical- Instillation of
Ophthaimic Medications into the Conjunctival Sac "
( no date indicated); stipulated: "With your
forefinger, gently pull down on the skin below the
lower lid until the internal conjunctiva forms a
pocket, ©

According to the " 2006 Lippincott ' s Nursing
Procedure Manual, page 283 under " Medication
Administration, to instill eye drops...pull the lower lid
down to expose the conjunctival sac, have the
patient look up and away, then squeeze the
prescribed number of drops into the sac. "

Facility staff failed to administer eye drops in
accordance with accepted professional standards.

F 309
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3. Facility staff failed to consistently monitor and
document the status of Resident #316 who
sustained episodes of frequent loose bowels.

A review of Resident #316 ' s clinical record
revealed the resident was admitted on July 6, 2012,
stalus post Left Total Knee Arthroplasty (TKR).

A face-to-face interview was conducted with
Resident #9 on July 10, 2012 at approximately 9:15
AM. Shethe verbalized that sfhe was " so sick™ on
the weekend following his/her Friday admission.
The "sickness " was identified as " diarrhea " and
“ stomach cramps " after receiving a laxative,

A review of the Medication Administration Record
[MAR] for July 2012 revealed the resident's
medication regimen included Peri-Colace 1 tablet by
mouth twice daily and Senokot 2 tablets twice daily
for constipation. Each medication was administered
in accordance with physician ' s orders on Saturday,
July 7, 2012 at the scheduled administration times
of 9 AM and 9 PM respectively.

According to the interview conducted with Resident
#318, episodes of loose bowels began shortly after
receiving the evening dosage of Peri-Colace and
Senckot. The resident described the episodes as "
frequent " and accompanied with abdominal
cramps. The physiclan was notified greater than
eight (8) hours after the start of symptoms. The
nursing documentation lacked
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evidence of assessment and consistent monitoring
of the resident ' s Gl (gastrointestinal) status.

A review of Resident #316 ' s ADL (activities of daily
living) record for July 7, 2012 revealed the resident
had seven (7) howel movements during the
evening/night shift [7PM - 7AM]. The ADL records
for the number of bowel movements for the
day/evening shift on July 8, 2012 were blank.

Nurse 's progress notes dated July 8, 2012 at 2:13
AM [evening/night shift for July 7, 2012] read " GI
WNL ™ (gastrointestinal system within normal limits)
Gl normal included: abdomen ftat or rounded,
symmetrical, soft and nontender; bowel sounds
present in all quadrants and normoactive. Continent
of bowel and no anal or rectal problems reported.
Last bowel movement " July 7, 2012. "

Nurse ' s progress notes dated July 8, 2012 at 4:56
PM read: " GI not WNL (within normal limits) had
multiple bowel movements today, soft, no foul odor
noted ...MD made aware and started on Lactinex
three times daily (a probiotic supplement used to
treat loose bowels). " The physician ' s telephone
order for Lactinex was dated July 8, 2012 at 10:30
AM [the resident ' s symptoms began at
approximately 11:00 PM on July 7, 2012].

Physician ' s telephone orders dated July 8, 2012 at
8:12 PM revealed the physician modifiad the
resident ' s medication regimen after being
contacted by the nurse, to include Zofran 4mg by
mouth every 4 hours as needed for nausea and
Immodium 4mg by mouth every 4 hours as
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needed for diarrhea.

The nurse ' s note dated July 9, 2012 at 3:22 AM
documented by Employee #19 read: " GI WNL, *
The MAR revealed Zofran and Immodium were
administered to the resident on the evening of July
8, 2012. However, there was no documented
evidence that the resident exhibited symptoms of
nausea and/or loose bowels {o warrant the
administration of the prescribed medication.

A face-to-face interview was conducted with
Employee #15 on July 12, 2012 at 9:00 AM. She/he
was assigned to Resident #9 during the night shift
on July 7, 2012. She/he stated that the resident
required assistance to ambulate to the bathroom
(post-op TKR) and a bed alarm was in place to alert
staff if the resident attempted to ambulate without
assistance. Sihe stated that the resident repeatedly
required assistance to go to the bathroom to expel
loose bowels. She/he offerad the resident cool
towels and lowered the thermostat in the room to
provide comfort because the resident complained
that it was "too hot. " The nurse was informed
regarding the frequent bowel movements.

A face-to-face interview was conducted with
Employee #16 on July 12, 2012 at 10:00 AM. Sthe
stated that Peri-Colace and Senokot were
administered to Resident #9 at approximately 10:00
PM on July 7, 2012 and the resident experisnced
multiple episodes of loose bowels and abdominal
cramping approximately an hour after receiving the
medications. Warm towels were offered to the
resident to manage the abdominal cramps. There
was no foul odor and
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the amount of stool expelled was small, stating that
" there was mostly stimulation but not much passed
in the toilet. " The resident was alfert and oriented
x3 (time, person and place) and very involved in
his/her care management. Employee #16 stated
he/she was aware of approximately four (4)
episodes of loose bowels sustained by the resident
and that between the hours of 4-8 AM she/he was
doing rounds and was not aware of episodes that
may have occurred during those hours. The doctor
was not notified because the resident did not
present symptoms that would warrant physician
notification. The information was passed to the
oncoming shift. Employee #16 acknowledged that
the nursing assessment documented in the nurse ' s
progress notes was not consistent with the
symptoms that the resident exhibited [GI WHNL].

A face-to-face interview was conducted with
Employee #18 on July 13, 2012 at 9:00 AM. S/he
stated that the physician was called because the
resident verbalized that he/she experienced nausea
and the previous shift reported that the resident had
loose bowels. He/she acknowledged that the
nursing shift summary lacked evidence of an
accurate assessment the resident ' s Gl status.

The record lacked evidence that the resident
sustained an untoward effect. There was no
evidence of sighs and symptoms related to
dehydration or infection.

Facility staff failed to accurately assess and
consistentily monitor Resident #316 ' s Gl status
once the resident experienced multiple episodes of
loose bowels. The record was reviewed July
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F 371 483.35(1) FOOD PROCURE, F 371| F371483.35(i) Nutrition Services
$8=p | STORE/PREPARE/SERVE - SANITARY Response:
The facility must - 1. No direct impact identified to patients from the
(1) Procure food from sources approved or deficient practice of milk being at 47 degrees.
considered satisfactory by Federal, State or local 2. Daily monitoring by management will identify
authorities; and other patients having the potential to be
N P affected by the same deficlent prastice.
(2) $tore, przp :are' distribute and serve food under 3. The internal temperature of the walk-in cooler
sanitary conditions will be turned down to 38 degrees o ensure
the milk is cold before going on the assembly
tine. In addition the internal temperature of the
reach-in cooler where the milk is stored during
meal service will be reduced to 38 degrees to
ensure milk stays at the proper temperature. if
. . , the milk reaches 40 degrees or higher at
ThIS REQU[REMENT I8 not met as erdenCed by: any!imel the milk will be p]aced on ice during
the meal service.
4. This practice will be monitored daily by
Based on observations made during a tour of checking the walk-in cooler and reach-in
dietary services on day one of the survey at c?l?lsr lemp'cairaotlures dalry.tg'heI tems‘jt?]r?;ur?s
s . ; : will be recorded on a monthly log with the time
app{OXImately 11:00 AM, it was dete{mmed ”‘?*."‘e the temperature that was taken. In addition,
faC{I;ty failed to serve food under sanitary conditions test trays will be completed weeKly and
as evidenced by cold food such as milk that tested recorded to ensure the milk temperatures are
at 47 degrees F (Fahrenhelt) from the test tray. 41 degrees or lower. The test trays and
temperature logs will become part of the
TR : . quality assurance system for the Food &
The findings include: Nutrition department and be monitored weekiy
. ) and compiled in a monthly report.
A half-pint of milk from the test tray was measured 5. Coriective action completed by August 15, 8/15/12
at 47 degrees F, well above the maximum 2012
temperature of 41 degrees F for cold food. .
" ! . F425 483.60 (a),(b YNursing Response:
This observation was made in the pregenpe of 1. There are no further corrections for resident # 7/14/12
Employee #3 who acknowledged the findings. 310, Resident #310 was discharged from the
facility,
F 425 483.60(a),(b) PHARMACEUTICAL SVC - F 425 2. Other residents having the potential to be affected
58=D | ACCURATE PROCEDURES, RPH by the same deficient practice will be identified upon
admission by nursing s_taff reviewing eye drop
The facility must provide routine and emergency orders from the physician order sheet to the E-MAR
drugs and biologicals to its residents, or obtain them
under an agreement described in §483.75(h) of this
part. The facility may permit
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unlicensed personnel to administer drugs if State
law permits, but only under the general supervision
of a licensed nurse,

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and administering
of alf drugs and biclogicals) to meet the needs of
each resident.

The facility must employ or obtain the services of a
licensed pharmacist who provides consultation on
alt aspects of the provision of pharmacy services in
the facility.

This REQUIREMENT is not met as evidenced by:

Based on observation, record review and staff
interview for one (1) of 33 sampled residents, it was
determined that pharmacy staff failed to accurately
interpret a physician's order as evidenced by an
inaccurate transcription of a prescribad ophthalmic
solution onto the Medication Administration Record
[MAR]. Resident #310

The findings include:

According to the facility's policy; " Medication Order
Processing " , Policy Number 3.8, Date Effective:
05/2008; V- Procedures stipulates: " Pharmacists
review all medication orders received for
completeness, appropriateness and

to ensure this deficient practice does not recur:

+ Staff will be re-educated on the appropriate
method to review the E-MAR and to verify
all orders with physicians.

«  Staff will ba re-aducated on following the
procass for the 24 hr chart check and the
two nurse verification process.

¢ Quality nurse will re-educate nursing staff
to contact the pharmacist related to any
question or clarification they have regarding
physician orders and to utilize the fax to
pharmacy clarification form.

4. The quality assurance process will be utilized to
maintain and sustain compfiance. The findings will bg
presented at the Quarterly Quality Assurance
Committee meetings, starting 9/30712,

5. This corrective action will be completed by 8/30/12.

F425 483.60 {a),(b Pharmacy Responge:

1. The original order written for Alphagan on 7/1/12
was for one drop daily to the left eye for glaucoma.
There was a medification order taken as a verbal order
by a nurse on 7/8/12 changing the frequency to TID.
During this investigation it was determined that below
the frequency change, the nurse wrote RT and circled it.
Thal piece was missed by the pharmacist when they
updated the order, as they only saw the change in
frequency and the RT was difficult to read. The order
should have been clarified with the physiclan prior to
processing. As soon as the pharmacy was nofified of
this error on 7H2/12, the order was corrected in the
computer system to Indicate it should be administered
TID to the right eya.

2. Audits will be conducted by the Assistant Director

of Pharmacy as outlined below in ftem number 4 to
assess if other orders that should have been clarified
were nof,

3. The pharmacist who did not clarify the Alphagan
order from 7/8/12 will be counseled by 8/30/12. All
pharmacisis will be re-educated on the departmental
policy requiring order clarification by 8/30/12.
Additionally, an arficte will be included in the Pharmacy
Newsletter to be published by 8/30/12 reiterating the
importance and the requirement that unclear orders be
clarified by the pharmacist before heing processed.

41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION *5)
PREFIX | (EAGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F425 483.60 {a).(b Continued Nursing Response:
F 425 Continued From page 21 F 425| 3..The following systemic changes will be implementerd  8/30/12

8/30/12

8/30/12
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F 425 | Continued From page 22 F 425| F425 483,60 {a),(b Continugd Pharmacy
: Cg Response
Safeﬁy‘(patl_ent, indication, dose, I‘O!Jte of 4. The Assistant Director of Pharmacy will randomly
administration and frequency}. Patient ' s audit 30 charls per quarter beginning September 1,
medication profiles are reviewed to check for 2012, following the reeducation of all pharmacists, and
: Dt : ; continuing until June, 2013. A compliance rate of 80%
_therapeut_:q du phcatlon' drug mt‘.arac,l,'ons’ will be expected. Any identified non-compliance will
incompatibilities and drug allergies. precipitate the counseling of the involved pharmacist(s)
by the Assistant Director of Pharmacy. This plan will be
incorporated into the Pharmacy Quality Assurance
Pt e : Program and results will be reported to the Hospital's
A physician ' s mte,”m Orde'f dated July 8, 2012 at Quality Goungil on a quartarly basis through June,
19:50 (7:40 PM) directed: " Alphagan Eye Drop- 1 2013,
(one) drop to right eye tid (three times a day) for 5. This corrective action will be completed by 8/30/12,
Glaucoma. "
F469 483.70(h){4) Nutrition Services
. . Response:
A review of the pre-printed MAR dated July 8, 2012
read: Alphagan- 1 (one) drop [of ophthalmic] 1. No direct impact identified to patients from flying
solution left eye (3) three times per day at 10:00 insects observed in the kitchen
AM; 1400 [2:00 PM] and 1800 [6:00 PM].
[ ] ! 1 2, Daily monitoring conducted by management, will
. s . identify other patients having the potential to be
A face-to-face interview was conducted with affected by the same deficient practice
Employee #10 on July 13, 2012 at approximately
4:30 PM. He/she acknowledged that the eye which 3. Nulsition Services now has a new pest control
the drop was to be instilled as recorded on the MAR company called Western Pasl. They will come and
was inconsistent with the physician ' s order. Shefhe ccgnmgfig an Sausriet?lse";‘:’;tr;’ifﬂ‘;i*;g‘ifr:‘; gfsi’;"tﬁ‘ee”t
identified the Inconsistency as an error. kitchen. Carrective action will be taken according to
. . their writlen recommendations. The protective flaps
The clinical record was reviewed on July 13, 2012. in the entrance way of the loading dock will be
replaced to ensure insects cannot enter. All windows
in the kitchan will be sealed so that they cannot
open and allow insects to enter into the kitchen.
4. Weekly treatments will be performead by Western
Pest for the kitchen and reported in the log book. If a
F 469 483.70(h)(4) héIAINTAiNS EFFECTIVE PEST F 469 flying insect is seen in the kitchen it will be logged in
$8=D | CONTROL PROGRAM the Western Pest log book and Western Pest will be
called to report the event. Western Pest wilf report to
The facitity must maintain an effective pest control Sibley within 24 hours to do treatment. This process
program so that the facility is free of pests and will become part of the quality assurance system for
rodents the Foed & Nutrition department through daily
. monitoring by management to ensure there are no
fiying insects in the kitchen.
5. Correclive action completed by August 30, 2012 8/30112
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Continued From page 23
This REQUIREMENT is not met as evidenced by:

Based on observations during a tour of dietary
services on day one of the survey at approximately
11:00 AM, it was it was determined that the facility
failed to maintain an effective pest control program
as evidenced by flying insects seen in dietary
services.

The findings include:

Flying insects were observed during a tour of the
kitchen on .July 9, 2012,

The observation was made In the presence of
Employee # 3 who acknowledged the findings.

483.75(1)(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIBLE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized,

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any preadmission
screening conducted by the State; and progress
notes,

This REQUIREMENT is not met as evidenced by:

Based on record review and interview for one (1) of
33 sampled residents, it was determined that

F 469

F 514
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E514 483.75(1)(1) Nursing Response;

F 514 | Continued From page 24 F 514
facility staff failed to document the bowel slimination Lt gisrg;ggr{fmﬁﬁitﬁﬁg ?;ng:isng Saif éh:ttoo, mnanz
component of the Act‘lvmes of Daily L,ng [ADL] it wilt be documented in the bowel elimination '
record for one (1) resident that sustained episodes component of the Activities of Daily Living (ADL)
of loose bowsls. Resident #316 record,
2. Other residents having the potential to be affected
The findings include: by the same deficien! practice will be identified
g through daily ADL record reviews and shift to shift
reporis

A review of the clinical record for Resident #3168 3, The following systemic changes will be put into
revealed the resident sustained episodes of loose place to ensure the deficient practice will not recur:

bowels on July 7 and 8th, 2012.
= Facility staff will be re-educated on the

A review of the Activities of Daily Living [ADL] gﬂg;ﬂ?getoft;g%aﬁ e*i%crgmematwﬂ of
records for July 8, 2012, in the section labeled * BM . The O aﬁ?yoNurse Wil continue to patform
(number of times), " indicative of the number times random audits of the ADL. record to promotd
the resident moved his/her bowels during a shift had compliance.
no information recorded (remained blank) during *  Findings of ADL records will be presented
day and evening shift. The prior shift on July 7, to fge facility ?ﬁﬁ in routine staff meetings
2012 - night shift; revealed the resident sustained g’o'cjggg:tzg . Zmnﬁfh(l;fe‘;?iﬁfgmnt
seven (7) episodes of loose bowels. further accurencas.

= MDS Coordinator wilt continue to provide
Anurse's note dated July 8, 2012 at 4:56 PM (day inservices on ADL documentation on an
shift) read: " had multiple bowel movements today, ongoing basis.

soft, no foul odor noted. 4. The quality assurance process will be utilized to

maintain and sustain compliance. The findings will

A face-to-face interview was conducted with be presented at the Quarterly Quality Assurance
Employee #18 on July 12, 2012 at approximately Committee mestings, starting 9/30712.
2:30 PM. Sherhe acknowledged that the ADL 8. This corrective action will be completed by 8/30/12|  8/30/12

records were blank and recalied that the resident
sustained loosed bowels during his/her shift on July
8, 2012. She/he stated that the record was
mistakenly omitted. The record was reviewed July
12, 2012,
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